The Model of the Clinical Practice of Emergency Medicine (the EM Model) is a three-dimensional representation of the clinical practice of emergency medicine. It is a product of successful collaboration involving the American Board of Emergency Medicine (ABEM), the American College of Emergency Physicians (ACEP), the Society for Academic Emergency Medicine (SAEM), the Emergency Medicine Residents' Association (EMRA), the Council of Emergency Medicine Residency Directors (CORD), the Residency Review Committee for Emergency Medicine (RRC-EM), and the American Academy of Emergency Medicine (AAEM). In 2017, the most recent update and revision of the EM Model will be published. This document will represent the culmination of nearly 40 years of evolution, from a simple listing of presenting patient complaints, clinical symptoms, and disease states into a three-dimensional representation of the clinical practice of emergency medicine. These dimensions include conditions and components, physician tasks, and patient acuity. In addition, over the years, two other documents have been developed, the Knowledge, Skills, and Abilities (KSAs) and the Emergency Medicine Milestones. Both serve as related and complementary educational and assessment tools. This article will review the development of the EM Model from its inception in 1979 to today.
T he Model of the Clinical Practice of Emergency
Medicine (the EM Model) is now an established guide to emergency medicine (EM) residency training and serves as the blueprint for all American Board of Emergency Medicine (ABEM) examinations. The EM Model continues its tradition as a consensus description of the clinical practice of EM that is a collaborative, cross-organization effort to describe the specialty. Historically, the document has been developed and revised based on expert consensus opinion and data from practicing emergency physicians (EPs). The EM Model is unique and valuable for a number of reasons. First, it involved a practice analysis of EM at the national level. Second, it involved ongoing collaboration among all of the leading organizations in EM. While based on consensus, many different viewpoints were included, providing for the creation of a thorough and widely accepted document. To provide validity and confidence in the Model, the National Board of Medical Examiners (NBME) was engaged to assist in its development. Next, the EM Model has become the basis for the curriculum of EM residency training, as well as the teaching of EM to medical students. The document is used by the Residency Review Committee for Emergency Medicine (RRC-EM) to assist in the evaluation and accreditation of EM residency programs. In addition, the EM Model is used by ABEM to determine certification examination specifications for both initial certification and the maintenance of certification. Finally, it is widely used as a source of topics for continuing medical education courses in EM. It is a three-dimensional representation of the clinical practice of EM and includes conditions and components (e.g., myocardial infarction); physician tasks (e.g., diagnosis, treat); and patient acuity (e.g., critical, emergent, or lower acuity). From its beginnings as the core content for EM, it has evolved into a sophisticated matrix used for educational and assessment purposes. This evolution occurred through the work of many physicians representing multiple professional EM organizations over 40 years. Today, the Model is closely aligned with two other important educational and assessment documents: Knowledge, Skills, and Abilities (KSAs) and the Emergency Medicine Milestones.
ORIGIN
The genesis of today's EM Model was in 1975, when the American College of Emergency Physicians (ACEP) and the University Association of Emergency Medicine (UAEM-one of two organizations that were the precursor of the Society for Academic Emergency Medicine [SAEM]) collaborated with the Office of Medical Education, Research, and Development at Michigan State University to study the emerging field of EM. 1 This was an important period in the development of our specialty, because the leaders of EM at the time recognized the need for EM to become a primary specialty within the American Board of Medical Specialties (ABMS). Concurrently, the first EM residency program was started in 1970; by 1975 there were 31 EM residency programs in the United States. It was clear that a recognized and common curriculum was needed for EM residency training. In 1979, ABEM achieved conjoint (or modified) board status by the ABMS.
To start the process, a detailed survey was distributed to EPs throughout the United States to identify those patient conditions that were most frequently encountered in EM practice and the skills most frequently used by EPs. 1 Once collected, a 25-member task force of EM content experts was organized, who then rated the relative importance of these conditions and skills to the practice of EM. 1 Based on their work, the first Core Content of EM was developed, listing 20 categories of conditions. 2 This document listed major categories, divided into presenting complaints, clinical symptoms, and disease state; physician tasks and acuity levels were not included, although some of the precursors to later physician tasks can be found in the category "Principles of Emergency Care." The final document was approved by ACEP and the Society of Teachers of Emergency Medicine (STEM-the other organization that served as a precursor to SAEM) 1 and endorsed by the Emergency Medicine Residents' Association (EMRA) and UAEM. Published in 1979, it became the first core content for our specialty, and it was quickly adopted by EM residency training programs for resident and medical student education 1, 2 (see Table 1 ).
DEVELOPMENT
Five years later, in 1984, representatives from ACEP and ABEM formed a Special Committee on the Core Content Revision. Their job was to update and revise the original core content. Two years later, they published their updated version in the July 1986 issue of Annals of Emergency Medicine. The authors specifically stated that it was their intention to review the core content every 2 years. 3 They retained the original 20 categories, but changed the names of some categories and made minor formatting changes.
In 1989, ABEM, ACEP, and SAEM (formed after the union of UAEM and STEM) organized a group of EM content experts to again review and update the core content. They greatly expanded the document and added an additional five categories and changed 4 This revised core content was published in the August 1991 issue of the Annals of Emergency Medicine. 4 The authors explained that the document represented the scope of EM practice-the universe of the specialty 4 (see Table 2 ).
Next, a Task Force on the Core Content for Emergency Medicine Revision was established in 1996, again with representatives from ABEM, ACEP, and SAEM to update the core content. Their revision was published in the June 1997 issue of Academic Emergency Medicine and Annals of Emergency Medicine. 5, 6 In this revision, three categories were renamed (6.0, 17.0, and 21.0), "Clinical Pharmacology" became its own category, and "Presentations/Symptoms" was dropped.
EVOLUTION
In 1997, a collaborative project was launched to develop the first EM Model, based on the core content and the results of a practice analysis of EM. 1 The EM Model was distinguished from the core content documents by attention to multiple dimensions of the work of EM and a desire for a more scientifically based validation of the content. To facilitate this goal, the number of participating organizations was increased. In addition to ABEM, ACEP, and SAEM, representatives from the Council of Residency Directors in Emergency Medicine (CORD), the EMRA, and the RRC-EM were included. Their goal was to develop a single, accurate, scientifically based, and politically acceptable description of the practice of EM. 4 The 1997 Task Force recognized the need for an advisory panel, made up of full-time, clinically active EPs, so a second group of EPs representing all six organizations was assembled. The 1997 Advisory Panel brought in the NBME as a consultant, because of the NBME's first-hand experience in developing a model-based practice approach to defining competence of the general medical practitioner for the U.S. Medical Licensing Examination (USMLE). 1, 7 The NBME obtained the frequencies of ED visits, described by individual conditions and diseases, from the National Center for Health Statistics (NCHS) of the Centers for Disease Control and Prevention during 1995 and 1996. These data were collected from 40,000 emergency department (ED) records statistically representative of 90.3 million ED visits in metropolitan and nonmetropolitan short stay or general hospitals in all 50 states and the District of Columbia. 8 The top 90% of all diagnoses from this database were then compared with the diagnoses listed in the existing core content of EM to produce three lists: 1) diagnoses common to both sources, 2) diagnoses in the core content that were not included in the NCHS data, and 3) diagnoses in the NCHS data not included in the core content. 1 Validity of the EM Model was demonstrated, in part, by an 82% overlap between the core content and NCHS diagnoses.
This material was reviewed by the 1997 Advisory Panel and recommendations were made to the 1997 Task Force. These recommendations were then presented to the leadership of the participating organizations.
The participating organizations developed a survey to solicit feedback on the validity of the proposed EM Model, which was mailed to a random sample of 1084 ABEM-certified EPs. 1 Participants were asked to respond to specific questions regarding the proposed Model and its components. 1 This survey provided validation of the proposed EM Model as a "reasonable and accurate description of the clinical practice of EM." 1 Based on the work of the 1997 Task Force and its Advisory Panel, including the results of the mailed survey, the first EM Model was developed and included defined physician tasks and acuity levels for each of the individual components. The physician tasks were generated as a descriptive set of activities that The patient acuity levels developed by the Task Force and the Advisory Panel were considered an integral component of the EM Model. In no other medical specialty is the rapid assessment of the severity of an illness or injury so important. The EP must be prepared to assess the most critical, life-threatening conditions, while at the same time provide care for a high volume of patients with relatively lower-acuity conditions, injuries, or illness 1 (see Table 3 for the definition of physician tasks and acuity levels).
The 1997 Task Force presented the finalized EM Model to the leadership of the collaborating organizations. They made four specific recommendations: 1) future EM Model reviews should include at least a few current Task Force members to provide continuity; 2) the next review should occur approximately 1 year following its publications; 3) the EM Model should be reviewed every 2 years; and 4) the performance of another practice analysis should be considered 5 years following publication of the 1997 EM Model. 1 After in-person meetings with the leadership of all of the collaborating organizations in 2000, each accepted the proposed Model and provided a written statement of support. 1 The EM Model consisted of 18 conditions and components, 14 physician tasks, three acuity levels, and two appendixes (see Table 4 ). Importantly, bedside ultrasound was added for the first time as a skill that should be taught during EM residency training. Making bedside ultrasound a component of the EM Model helped many residency programs and academic departments develop their own ultrasound training curriculum. 9 The first publication of the EM Patient presents with symptoms of an illness or injury that may progress in severity or result in complications with a high probability for morbidity if treatment is not begun quickly.
Lower acuity
Patient presents with symptoms of an illness or injury that have a low probability of progression to more serious disease or development of complications.
Model occurred in both Annals of Emergency Medicine
and Academic Emergency Medicine in June 2001.
8,10
The authors stated the EM Model represented the essential information and skills necessary for the clinical practice of EM by board-certified EPs. They further stated that it was designed to be used as the core document for the specialty, and it would provide the foundation for developing future medical school and residency curricula, certification examination specifications, continuing medical education objectives, research agenda, and residency program requirements. 8 The document was widely embraced by the EM community. In addition, each collaborating organization was encouraged to place the EM Model on their website, a tradition that continues today.
During the development of the EM Model, the Accreditation Council for Graduate Medical Education (ACGME) implemented the Outcomes and General Competencies project, to ensure that physicians were appropriately trained in the knowledge and skills of their specialties. 11, 12 An Emergency Medicine Competency Task Force was formed by the RRC-EM to determine how these six core competencies fit into the EM Model. The six competencies were patient care, medical knowledge, interpersonal and communication skills, professionalism, practice-based learning, and system-based practice. 13, 14 In addition to the RRC-EM, representatives from CORD, the Association of Academic Chairs of Emergency Medicine (AACEM), EMRA, NBME, ABEM, and the ACGME participated. The Competency Task Force was able to demonstrate that the six ACGME core competencies were an inherent part of the practice of EM and concluded the six core competencies were embedded within the EM Model. 11 In 2003, representatives of the six collaborating organizations formed the 2003 EM Model Review Task Force and met at the SAEM meeting in Boston, Massachusetts. This would become the standard protocol: to meet every 2 years on the day prior to the start of the SAEM annual meeting. In addition, the general agenda for this meeting became the template for subsequent EM Model revision meetings. First, representatives of the six collaborating organizations determined if ABEM should be the organization responsible for administrative oversight of the document; the representatives all agreed. Next, each organizations representative described how it uses the EM Model. For example, ABEM uses it to define its examination specifications and ACEP uses it primarily as the basis for its educational activities. Finally, representatives of each organization presented their suggested changes for the EM Model. Each recommendation was thoroughly discussed and changes were made based on Task Force member consensus or, in some cases, a majority vote of the Task Force. The 2003 meeting resulted in only minor revisions to the EM Model. 15 It is important to describe the process for the changes to the EM Model. In the fall of the year preceding the meeting, each collaborating organization receives a letter from ABEM, requesting their leadership submit a list of all suggested changes to the EM Model by early spring, as well as the name of their representative(s) to the next EM Model Review Task Force. The intention is that suggested changes come only from that organizations leadership and not the personal opinion of the representative. When all six organizations have submitted their suggested changes, ABEM collates the suggested changes into a working document. Each representative receives a copy of the working document in advance of the meeting for review. Following the meeting, the Task Force recommendations for changes to the EM Model are circulated to the collaborating organizations for review and approval.
The next EM Model Review Task Force, consisting of representatives from the six collaborating organizations, met in New York City in 2005. The 2005 Task Force determined that the three-dimensional nature of the EM Model needed a better explanation, so this was added as an overview. They also added a 
preamble that explicitly stated the ACGME six core competencies were embedded within the EM Model. 16 In addition, some minor changes were made, with the majority in Appendix 2. This update was published in Academic Emergency Medicine and Annals of Emergency Medicine in August 2006. 16, 17 An 20 A similar set of surveys were sent regarding the KSAs, which also validated the physician tasks and the appendices.
In May 2009, the 2009 EM Model Review Task Force met, again with representatives from the six collaborating organizations, in New Orleans, Louisiana. Approved changes consisted of some minor editing of conditions and components, with the majority of changes occurring in Appendix 1 and Appendix 2. Appendix 2 was revised to be congruent with the six ACGME Core Competencies. 21 The 2011 EM Model Review Task Force was formed with representatives from the six collaborating organizations and met in May 2011 in Boston, Massachusetts. Significant changes were made to the document. This included separating the physician task "Consultation and Disposition" into two separate tasks; the same for "Multitasking and Team Management," with a name change for "Multitasking" to All of these changes were approved by the collaborating organizations and the revised Model was published electronically in Academic Emergency Medicine in July 2012.
In early 2013, a seventh organization, the American Academy of Emergency Medicine (AAEM) was added as a collaborating organization. 23 The 2013 Task Force met in May 2013 in Atlanta. Some changes were made to physician tasks, and minor changes were made to many of the categories of the "Medical Knowledge, Patient Care, and Procedural Skills" section. The revised document was subsequently published in the May 2014 issue of Academic Emergency Medicine. 23 At the meeting, the Task Force also recognized that category "17.0 Toxicologic Disorders" needed a comprehensive review and revision, independent of the regular review of the EM Model.
It became clear after this meeting that a revision of the EM Model every 2 years might be unnecessary and that every 3 years should be piloted. As the administrative organization, ABEM requested the leadership of the other six collaborating organizations to consider the change to an every-3-year review; all organizations agreed to this change. In addition, ABEM requested that each of the other organizations appoint a representative to a special work group to recommend revisions to category 17.
In the spring of 2015, each collaborating organization selected a representative to serve on the work group to revise the toxicology section; many of the representatives held subspecialty certification in medical toxicology. The work group conducted two webinars over the summer of 2015, focusing on the KSAs EPs need to manage common toxicologic presentations. Category 17 was completely revised and the suggested changes were sent back to the collaborating organizations: all seven organizations approved the suggested changes. Previously, category 17 consisted of a simple alphabetical listing of classes of drugs or, in many cases, specific drugs (e.g., iron, cocaine). Following the revision, groups of drugs were categorized more closely to their clinical effect, making the listings much more practical for use by the clinician.
During early 2016, the KSAs document used by ABEM underwent its first revision since its initial release in 2012. Many of the suggested changes came from real world application of the KSAs, which are used extensively in developing new ABEM oral examination cases and to categorize multiplechoice examination questions. Several KSAs were deleted, the observation/reassessment KSA was separated into two distinct KSAs, some of the hierarchical scales for categories received changes and the standard was changed for three KSAs. These changes had a direct relationship with the EM Model's physician tasks and the KSA Task Force and the 2016 EM Model Revision Task Force collaborated on the outcome. The KSAs are integrally related to the physician tasks and categories 19.0 and 20.0 of the EM Model and, by extension, the Emergency Medicine Milestones, developed jointly by ABEM and the ACGME. 24 In May 2016, the 2016 EM Model Task Force, with representatives from the seven collaborating organizations met in New Orleans, Louisiana. Two new physician tasks were added: "Prognosis" and "Patientcentered Communication Skills," with accompanying definitions for each. The task "Disposition" was changed to "Transitions of Care." In addition, several of the physician task definitions were changed to more closely align with the KSAs. Finally, multiple minor changes were made to the "Medical Knowledge, Patient Care, and Procedural Skills" section. These suggested changes have been approved by the collaborating organizations and the updated Model is in the process of publication.
SIGNIFICANCE
The EM Model is a significant guiding document for the specialty of EM. It is unique to our specialty in that it goes far beyond a simple listing of clinical conditions and procedures, as observed in other specialties. The multidimensionality of the EM Model, with its matrix of conditions, patient acuity, and physician tasks, sets EM apart from other specialties. The EM Model serves as a guiding document for ABEM board certification, EM residency training and accreditation, and postgraduate training, including CME education.
CONCLUSION
The development and evolution of the EM Model demonstrates the collaborative success exhibited by the seven leading professional organizations in our specialty to define a common curriculum that can be used for undergraduate and graduate medical education, board certification, continuing medical education, and maintenance of certification. This evolution of the EM Model has resulted in a direct relationship with the EM Milestones used in undergraduate and graduate medical education, as well as the Knowledge, Skills, and Abilities that are used in many of American Board of Emergency Medicine's examination blueprints. This has come about only through the selfless actions of many emergency physicians sharing their time and expertise over nearly 40 years.
